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Theresa Dixon, Administrator
Hospice Alliance Of Idaho, LLC
444 Hospital Way, Suite 411
Pocatello, ID 83201

Pear Ms. Dixon:

On January 25, 2007, a Complaint Investigation was conducted at Hospice Alliance Of Idaho,
Llc. The complaint allegations, findings, and conclusions are as follows:

Complaint #1D00002192

Allegation #1: A patient fell and hurt his ribs. The hospice nurse put a pain patch on the patient,
even though the caregiver and patient did not want the patch, in addition to his other
pain medications. The hospice staff did not tell the caregiver about potential side
effects from the patch. ‘

Findings: An unannounced visit was made to investigate the complaint. During the
investigation, staff were inferviewed and medical records were reviewed.

One record contained documentation that the patient fell against an oxygen
concentrator and sustained a bruise to the left abdomen. Nursing progress notes dated
11/9/06 stated the patient was in "severe pain". Morphine was given by mouth with
some relief. Notes written 11/10/06 indicated the patient was not able to tolerate his
breathing treatments and had developed tolerance to his pain medication. The
physician was consulted and Fentanyl patches were ordered. Notes stated the
caregiver was encouraged to continue giving the oral Morphine for 12 hours, due to
the delayed effectiveness of the patch. Notes also documented that education was
provided to the caregiver about the medications, including the patch.
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The R.N. Case Manager for the patient was interviewed on 1/25/07 at 11:30 AM. He
stated the patient and caregiver were "hesitant" to use the pain patch. He said he told
them it would only be used during this "crisis" to take care of the pain. He said the
patient reminded him he was sensitive to medications and if he did not need it, he did
not want it. The R.N. stated he thought the patient needed it because of severe pain.
The R.N. stated he educated the caregiver about possible side effects of the paich. He
indicated the patient had one episode of vomiting, but had no further nausea or other
problems. He said he found out during the next visit that the caregiver took the patch
off over the weekend.

Medical records for the other three patients contained pain assessments, physician's
orders for pain medication, documentation of effectiveness, and evidence of
patient/caregiver education related to medications.

Conclusion: Unsubstarntiated, lack of sufficient evidence.

No documentation was found to indicate the pain patch was used without the consent
of the patient. Documentation indicated education related to medications was
provided. No patients' rights issues were identified and no deficiencies were cited.

Allegation #2: A bottle of morphine provided by hospice did not have a label on it. The inhaler

Findings:

the nurse brought from his car outdated in 2004 and was not labeled for the patient.

During the unannounced visit, staff were interviewed and medical records were
reviewed.

One patient's record contained physician's orders for liquid Morphine and three
different inhalers. Documentation indicated the medications were ordered from two
different pharmacies.

Two male nurses were interviewed related to the provision of medications. The first
nurse, interviewed on 1/25/06 at 10 AM, stated the agency primarily ordered
medication from one pharmacy. The second pharmacy the agency frequently used
provided unit dose and packaged medications. He stated all medications ordered
from and provided by the pharmacies were labeled with the patient's name and all of
the other required information. He stated medications in a patient's home were
disposed of following the patient's death per policy. He further stated inhalers were
for single patient use only.

The second nurse, the patient's Case Manager, was interviewed on 1/25/06 at 11:30
AM. He stated physicians ordered the medications and pharmacies filled the
prescriptions. He stated the agency primarily used one pharmacy, however, if a
patient ran out of a medication provided by the primary pharmacy during the hours it
was closed, the medication would be provided by the other pharmacy.
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He stated all medications provided by the pharmacy were labeled with the patient's
name and other required information.

Neither nurse indicated they had provided unlabeled or outdated medications to any
hospice patient. '

Conclusion: - Unsubstantiated, lack of sufficient evidence.

No evidence was found to indicate agency staff provided patients with medications
that were outdated or unlabeled. No pharmaceutical services issues were identified
and no deficiencies were cited.

Allegation #3: A patient's caregiver needed/asked for respite. Hospice said they would provide

it, but never did.

Findings: During the investigation, medical records were reviewed and staff were interviewed,

One patient's record contained nursing progress notes, dated 8/22/06, indicating the
caregiver planned a trip to Arizona to see her mother. The patient/caregiver were
advised to call the agency for anticipated increased needs or care. No request for
respite was documented.

Documentation on 8/28/06 indicated the caregiver was not going out of town, rather
her mother was coming to visit her. No other documentation was found in the record
to indicate respite services were needed or requested.

The patient'’s R.N. Case Manager was interviewed on 1/25/06 at 11:30 AM. He stated
respite services were discussed with each hospice patient and their caregiver as part of
the introduction to hospice services. The nurse stated to his knowledge, the patient's
caregiver had not requested respite.

The agency's soctal worker was interviewed on 1/25/06 at 11:50 AM. She stated she
and the patient talked about respite services. She stated the patient said "no". The
patient stated he did not need 24 hour around-the-clock care and wanted to stay alone.
She indicated no request for respite care was made by the caregiver.

Conclusion: Unsubstantiated, lack of sufficient evidence.

No evidence was found to indicate respite care was requested or denied. No
deficiencies were cited.
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As none of the complaints were substantiated, no response is necessary. Thank you for the
courtesies and assistance extended to us during our visit.

Sincerely,

S S 05 Grasn I

G

3
PENNY SALOW SYL\>IA CRESWELL
Facility Surveyor Supervisor
Non-Long Term Care Non-Long Term Care

PS/mlw



IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. "BUTCH" OTTER — Governor DEBRA RANSOM, RN RH.LT., Chief
RICHARD M. ARMETRONG ~ Cirector BUREAL OF FAGILITY STANDARDS
3232 Elder Shreet

P.0. Box 83720
Boise, ID 83720-0036
PHONE 208-334-8628

February 6, 2007 FAX 208-354-1888

Theresa Dixon

Hospice Alliance of Idaho
444 Hospital Way Suite 411
Pocatello, ID 83201

Dear Ms. Dixon:

This is to advise you of the findings of the Medicare complaint survey, which was concluded at your
facility on January 25, 2007.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicare
deficiencies. In the spaces provided on the right side of each sheet, please provide a Plan of
Correction. It is important that your Plan of Correction address each deficiency in the following
manner:

1. Answer the deficiency statement, specifically indicating how the problem will be, or has
been, corrected. Do not address the specific examples. Your plan must describe how you
will ensure correction for all individuals potentially impacted by the deficient practice.

2. Identify the person or discipline responsible for monitoring the changes in the system to
ensure compliance is achieved and maintained. This is to include how the monitoring will be
done and at what frequency the person or discipline will do the monitoring.

3. Identify the date each deficiency has been, or will be, corrected.

4, Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, retumn the original to this office by February 20,
2007, and keep a copy for your records.
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Thank you for the courtesies extended to us during our visit. If you have any questions, please
call or write this office at (208)334-6626.

Sincerely, ~
PENNY SALOW SYL%/IA CRESWELL

Health Facility Swrveyor Supervisor

Non-Long Term Care Non-Long Term Care

PS/mlw

Enclosuzes
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was found in the record to indicate the patient had
received services on the weekend from the
on-call hospice nurse.

2. Patient#2's R.N. Case Manager was
interviewed on 1/25/06 at 11:30 AM. He stated
that when he made the visit on 11/13/08, the
patient/caregiver told him they were dissatisfied
with the weekend on-call. They also told him
they discontinued the Fentanyl patch over the
weekend, They said the patient had vomited
once, a single episode and had no further
nausea. The patient/caregiver fold him they
wanted to discontinue hospice services with
them. The R.N. Case Manager did not know
where the on-call contact had been documented.

3. The R.N. Branch Manager was interviewed on
1/25/07 at 1:30 PM about the missing
documentation in Patient #2's record. After
checking the calendar and the on-call log, the
Manager determined she had been on call that
weekend. She remembered taking a cal! about
the patient's pain. She stated she instructed the
caregiver to administer the Morphine and to let
her know If it was effective. She stated she did
not receive a call back from the caregiver, so she
called the caregiver on Sunday. The caregiver
told her the patient had finally slept, better than he
had in days. The Manager reviewed the file and
confirmed she had not documented the
patient/caregiver contact.
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